I
n 2012, the Middle Class Tax Relief and Job Creation Act (Section 3005) required the Centers for Medicare & Medicaid Services (CMS) to "implement, beginning on January 1, 2013, a claimsbased data collection strategy that is designed to assist in reforming the Medicare payment system for outpatient therapy services." 1 The Final Rule 2 included the collection of information about functional status and change in functional status with outpatient therapy services to assist with payment reform. Prior to this rule, in contrast to other post-acute care settings (ie, skilled nursing facilities, inpatient rehabilitation facilities, and home health agencies) that collect data on functional status throughout the episode of therapy care, it was not possible to understand the functional status of a patient receiving outpatient therapy from Medicare claims alone.
The functional limitation reporting (FLR) codes were developed within the Physician Quality Reporting System Current Procedural Terminology (CPT) G codes. The codes were designed to collect information on the functional status of patients receiving outpatient therapy services at standard reporting periods (eFigure, available at https:// academic.oup.com/ptj). 2 The FLR categories were aligned with the World Health Organization's International Classification of Functioning, Disability and Health, encompassing both the activity limitations and the participation restrictions. 3 In addition to the FLR code, an indicator of the extent of the functional limitation from an objective measure must be included using a 7-point severity modifier scale 2 at each reporting period.
Despite required reporting of FLR codes starting July 1, 2013, very little is known how well the FLR codes are performing to meet the long-term goals from the Middle Class Tax Relief and Job Creation Act. A PubMed search in September 2017 for FLR and Medicare yielded 13 results. Of these 13, only 3 were published since 2012 (ie, since the FLR program inception) [4] [5] [6] ; 1 article focused on reporting with G codes other than functional limitation. 4 The remaining 2 articles addressed the use of FLR codes related to function and outpatient therapy services. 5, 6 Chan et al 5 equated changes in functional assessment instruments to changes in FLR severity modifiers in people in low vision rehabilitation. Finally, Jette et al 6 assessed the ability of the FLR code severity modifier to measure change in function with outpatient physical therapy in a single health care system and concluded that the "G-code functional limitation severity modifier system may not be a valid approach to determining improvement in function and could yield inaccurate results." 6p1657 To date, no studies have evaluated FLR codes and severity modifiers in the Medicare dataset from a nationally representative sample. Given the burden of reporting and lack of knowledge of the overall efficacy of the FLR program, it is important to first describe the performance of this program during the first full year of implementation. This first step can help inform the advocacy efforts with CMS by the American Physical Therapy Association (APTA).
Therefore, the primary purpose of this study was to explore the utilization of FLR codes by physical therapists treating patients in outpatient physical therapist settings. The 2 specific aims were to explore the completeness of FLR codes at standard reporting periods and to describe the changes in severity modifiers at standard reporting periods for patients receiving outpatient physical therapy services. An exploratory purpose was to assess whether the 2 aims were different by type of claim (ie, facility based and noninstitutional).
Methods

Study Design/Setting
A retrospective cohort study of patients who received outpatient physical therapy during 2014 was conducted using a 5% random sample of beneficiary data from CMS. Random sampling was completed by CMS using the last 2 digits of the Medicare Health Insurance Claim number. These limited data set files included Part B fee-for-service claims from facility-based and noninstitutional provider claims from the national Medicare fee-for-service population. The data were obtained through a Data Use Agreement with CMS.
Participants
All patients with an episode of outpatient physical therapy in Medicare claims from January 1, 2014, through December 15, 2014, were included in these analyses. An episode of outpatient physical therapy was defined following the methods of Ciolek and Hwang. 7 Slightly different methodology for the facility-based and noninstitutional provider claims was used to identify episodes of care delivered by a physical therapist. For claims from facility-based providers, physical therapy was defined as Revenue Center Codes 0420 to 0429 or CPT code 97,001 (physical therapist evaluation) or 97,002 (physical therapist reevaluation). For claims from noninstitutional providers, physical therapy was defined by the same CPT codes or Medicare specialty code 65. For both facility-based and noninstitutional provider claims, a physical therapist episode of care started at the first day of the first treatment claim. Subsequent claims that included Revenue Center Codes (for facility-based provider claims) or Medicare specialty code (for noninstitutional provider claims) less than 60 days from the previous treatment were considered part of the episode. If a break in claims occurred that was at least 60 days, a new episode of physical therapy started. 7
Variables and Data Sources/ Measurement
FLR codes were identified from any of the 15 CPT variables in Medicare Part B claims for patients receiving outpatient physical therapy. The FLR codes are part of the G codes within the CPT system. There are 11 FLR code categories for functional limitation (eg, mobility, self-care) and 3 that are more general (eg, other physical therapist/ occupational therapist primary functional limitation [other PT/OT primary]) for use when the categories do not fit the patient's limitations. 2 The required reporting for FLR codes consists of pairs of codes including current status and projected goal status at the start of an outpatient therapy episode of care (ie, physical therapist evaluation), current status and projected goal status at least every 10 treatment days, and projected goal status and discharge status at the conclusion of treatment (ie, discharge) (eFigure). Additionally, a 7-point severity scale (Tab. 1) was developed to categorize the extent of functional limitations. A severity modifier is required with each FLR code at each reporting interval. The determination of the severity modifier should include interpretation of functional outcome measures combined with the physical therapist's clinical judgment. FLR codes submitted without a corresponding severity modifier were only included in the analysis of the FLR codes (aim 1). Severity modifiers submitted with G codes that were not part of the FLR requirements (ie, other Physician Quality Reporting System programs) were excluded, as these severity modifiers had no corresponding functional limitation. There were also instances of duplicate claims submitted with the same date of service, primary and secondary diagnoses, and CPT codes; only 1 of the claims was included.
Outpatient physical therapist evaluations were defined as claims in the episode with CPT code 97,001 or 97,002. In Medicare outpatient claims, there is no variable signifying discharge from physical therapy; therefore, the last claim in an episode of care was identified as the discharge claim. In an attempt to avoid missing a last claim with an episode extending into the next calendar year, the last date used for a discharge claim was December 15, 2014. Because interim reporting (ie, between physical therapist evaluation and discharge) is required at least once every 10 treatment days, the visits were split as visits 2 through 10 for visit 10 reporting, visits 11 through 20 for visit 20 reporting, visits 21 through 30 for visit 30 reporting, visits 31 through 40 for visit 4 reporting, and visits 41 through 50 for visit 50 reporting. The FLR code was identified in any of the visits between each reporting period. The entire reporting period window (eg, visits 2 through 10) was assessed for the FLR code.
Demographic (eg, age, sex) and clinical (eg, diagnosis codes) characteristics of the patients were also obtained from CMS outpatient claims.
Statistical Methods
The analyses were descriptive in nature. Because these analyses were completed on the episode level, a patient could have more than 1 outpatient physical therapy episode in the dataset. Continuous variables were calculated as means with standard deviation and categorical variables as percentages. For aim 1, completeness at each required reporting period was calculated separately (eg, completeness of current status and completeness of projected goal status at the physical therapist evaluation). For aim 2, analyses were completed for each code set (eg, mobility) separately. Only the FLR code sets with sufficient (more than 4000) claims were analyzed. These included mobility; changing and maintaining body position; carrying, moving, and handling objects; self-care; and other PT/OT primary. These excluded other PT/OT subsequent functional limitation; attention; memory; and other speech-language pathology code sets. The changes in severity modifiers were analyzed both at physical therapist evaluation claim for differences between current status and projected goal status, and differences between current status on physical therapist evaluation claim to discharge status on discharge claim. For the exploratory purpose, the association of completeness of FLR codes, and changes in severity modifiers with type of claim was assessed with a chisquare test. These were all unadjusted analyses, and the alpha value for statistical significance was set at .05. All analyses were completed with SAS 9.4 (SAS Institute, Inc, Cary, North Carolina) operating on a Linux platform (The Linux Foundation, San Francisco, California).
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Results
Medicare beneficiaries could have more than 1 outpatient physical therapy episode of care during the year, resulting in 114,558 unique patients. The patients were primarily between 65 and 79 years old, and a higher proportion were women and white (Tab. 2). The patients lived in all 50 states, as well as Washington, District of Columbia, all US territories (except Guam), and some European and Asian countries; California (12%), New York (8%), Florida (6%), and Texas (5%) were the most represented. The primary diagnoses were musculoskeletal, including lumbago (11%) and joint pain in the shoulder (6%), lower leg (6%), and pelvis and thigh (4%). On average, the patients had 7 (interquartile range = 3-13) outpatient physical therapist visits.
In total, 1503,155 outpatient physical therapist visits were identified in the sample of 2014 facility-based and noninstitutional Medicare claims (Fig. 1) . Most (80.4%) of the visits were from the noninstitutional claims. After creating the outpatient physical therapy episode of care, there were 166,527 physical therapist evaluation claims and 130,117 discharge claims; 9% (15,083) of the episodes of care were only 1 visit, so the physical therapist evaluation was the sole claim. The number of visits for the interim reporting periods (eg, visit 10 reporting period) decreased over time, and although there were episodes current status and the projected goal status on the physical therapist evaluation (eg, mobility: 19.0% for facility based vs 7.6% for noninstitutional). The percentage that was planned to be worse was small and similar for all FLR code sets in both noninstitutional and facility-based claims, but the overall association was statistically significant for all (P < .00001 for all, except P = .008 for carrying, moving, and handling objects).
For the physical therapist evaluation claims with an improvement in severity modifier, most of the current statuses were at least 20% (CJ) and up to 80% (CL) impaired, limited, or restricted. For example, of the 83,993 physical therapist evaluation claims with the FLR code of mobility, 27.0% reported severity modifier CL (60%-80% impaired, limited, or restricted) at the current status. Of these 22,711 claims (27% of 83,993), the projected goal status severity modifier was CK (40%-60% impaired, limited, or restricted) for 27.4%, CJ (20%-40% impaired, limited, or restricted) for 32.6%, CI (1%-20% impaired, limited, or restricted) for 33.7%, and CH (0% impaired, limited, or restricted) for 6.3% of the claims. For all FLR codes, independent of the current status severity modifier, the CI severity modifier was the most commonly used for the projected goal status (>47% for all but other PT/OT primary).
Finally, the change in severity modifier from the current status on the physical therapist evaluation to the discharge status on the discharge claim was determined to assess the ability of the severity modifiers to measure change in a patient's function with physical therapy (Tab. 4). Because there is no identification of a discharge claim in the Medicare database, the last claim for an episode was used as the discharge claim. Less than half of the final claims for a physical therapist episode of care had FLR information (ranging from 35.0% for the mobility FLR code to 48.6% for the other PT/OT primary FLR code). Of the claims with FLR codes and severity modifiers on the discharge claim, most (ranging from 68.9% for mobility to 87.8% for carrying, moving, and handling objects) showed improved with the severity modifiers. Most improved 1 or 2 steps (eg, from CL to CK or CJ). A small number (<2.5% for all FLR codes) got worse (ie, the discharge status code on the discharge claim corresponded to a higher degree of impairment, limitation, or restriction than did the current status on the physical therapist evaluation claim). Less than 15% of the episodes showed no change with FLR codes of changing and maintaining body position; carrying, moving, and handling objects; and self-care, but a higher percentage (between 25% and 30%) showed no change with the mobility and other PT/OT primary FLR codes. The association between claim type and change in severity modifier from physical therapist evaluation to discharge was statistically significant, with the exception of carrying, moving, and handling objects (P = .88) (Tab. 4). For the other FLR code sets, the percentage showing improvement was lower for the facility-based claims (eg, mobility: 56.9%) than for the noninstitutional claims (73.4%).
Discussion
This study is the largest and most complete analysis to date examining the completeness of FLR codes at the required reporting periods in Medicare beneficiaries receiving outpatient physical therapy in 2014. In addition, the changes in the severity modifiers from the start to end of the outpatient physical therapy episode of care were assessed. The data show very high completeness for the physical therapist evaluation, with lower percentages for the discharge, and even lower for the interim reporting periods (ie, at least every 10 treatment days). The completeness was higher in the facility-based claims than in the noninstitutional for the physical therapist evaluation and discharge claims. Most of the physical therapist evaluation claims had a planned improvement in FLR severity modifiers from the current status to the projected goal status, and more than two-thirds of the claims with complete information had an improvement of severity modifier from physical therapist evaluation to discharge. Overall, the facility-based claims had a lower percentage of planned and actual improvements than did the noninstitutional claims. document the FLR codes at the time of discharge. The Medicare Claims Processing Manual states, "If the clinician is unaware that the beneficiary is not returning for therapy until after the last claim is submitted, the clinician cannot report the discharge status." 9 (p28, Sec10.6.G) With Medicare claims, it is impossible to know if the beneficiary self-discharged from physical therapy (ie, there are no medical records), so these data cannot determine how many of the incomplete FLR were due to self-discharge. The only previous study that assessed FLR with outpatient physical therapy did not use claim data; rather, this study analyzed medical records that included FLR at physical therapist evaluation and the last follow-up visit. 6 In addition, it is possible that an outpatient physical therapy episode continued into 2015, so the last claim was not captured. To attempt to minimize this potential bias leading to an underestimate of completion for discharge claims, the last date of an outpatient physical therapy episode was censored at December 15, 2014. When the last date was censored, the completion of the discharge status for the FLR codes improved to 36.8% from 33.5%. Even with this restriction, however, there is no way to know if an outpatient physical therapy episode continued into 2015. The reason for the very low completion for the interim reporting periods is unknown, and to our knowledge, this is the first study to report on this. The comments on the Proposed Rule 10 included many commenters voicing concern about the burden and time commitment for these new reporting requirements. Although CMS made some modifications before the Final Rule, 10 the reporting frequency was largely the same. The time burden may be a contributing factor to the low completion; future work should continue to assess reporting with FLR codes and ways to minimize burden to physical therapists.
These data showed that most of the physical therapist evaluation claims had a planned improvement in function, evidenced by most of the claims with a decrease in the percentage of impairment, limitation, or restriction between the current status to the projected goal status. For the specific FLR codes, 7%-10% of the physical therapist a Data are reported as number (percentage) of patients unless otherwise indicated. P for the association between the planned difference in severity modifier (improved, remained the same, or declined) and the type of claim (facility based or noninstitutional) was <.01 for all functional limitation reporting (FLR) codes.
evaluation claims reported the same severity modifier for the current status and the projected goal status; a higher percentage (20%) occurred with the other PT/OT primary FLR code. The reasons for this unexpected finding of no planned improvement in function cannot be elucidated from these claim-based analyses. It is possible that claims with no planned improvement are appropriate, due to indications for physical therapy that fall under the Medicare skilled maintenance policy for rehabilitation, 11 but there is no identifier in the claim for this provision to quantify that. Additionally, the higher percentage with no planned improvement in other PT/OT primary may be because 1 of the provisions to use this FLR code was, "A beneficiary's therapy services are not intended to treat a functional limitation." 12(p3) Similar to previous work about FLR codes and associated severity modifiers, 6 most of the FLR codes had the severity modifier CJ (at least 20% but <40% impaired, limited, or restricted), CK (at least 40% but <60% impaired, limited, or restricted), or CL (at least 60% but <80% impaired, limited, or restricted) associated with the current status, and the majority reported CI (at least 1% but <20% impaired, limited, or restricted) for the projected goal status.
In contrast to Jette et al, 6 most of the episodes in the current analyses showed an improvement in severity modifier from the current status on the physical therapist evaluation to the discharge status on the discharge claim. Jette et al 6 studied a sample of 1443 episodes of outpatient rehabilitation, slightly more than 40% of the episodes improved at least 1 severity modifier and approximately 9% declined at least 1 severity modifier.
In the current analyses, the percentage that had improved severity modifiers varied by FLR code but ranged from 69% for the mobility FLR code set to 88% for the carrying, moving, and handling objects FLR code set. Less than 1% declined from physical therapist evaluation current status to physical therapy discharge status, except for mobility (2.5%) and other PT/OT primary (1.4%). Differences between the 2 studies may be explained by several methodologic differences, including outpatient physical therapy and occupational therapy claims versus claims for outpatient physical therapy only; electronic medical record data versus claim data; and single-health-care-system data versus nationally representative Medicare data for Jette et al 6 and the current study, respectively. Additionally, only a subset of overall outpatient physical therapy episodes could be evaluated for a change in the physical therapist evaluation to discharge because of a large number of incomplete discharge FLR codes. As discussed above, the reason for the lack of improvement of the decline in functional status in a small, but potentially important, number of claims in the current study cannot be determined with claim data only. The current severity modifiers may not be sensitive enough to measured small, but clinical meaningful improvements, as initially postulated by Jette et al 6 The severity modifiers that remained the same may have had patient improvement from 35% disabled to 20% disabled, but that would still classify the patient with the same severity modifier (CJ: at least 20% but <40% impaired, limited, or restricted). Assessing the sensitivity of the severity modifiers to measure improvement in beneficiaries after outpatient physical therapy is beyond the scope of this study, and unable to be measured with Medicare claim data only. Future work could combine claims with electronic medical record data to better understand the progression within a physical therapy episode.
An exploratory purpose of this study was to assess association of FLR code completeness and changes in severity modifier by type of claim (facility-based or noninstitutional). Several items require further study based on these analyses, as no clear pattern emerged. The facility-based claims were more complete with FLR codes for physical therapist evaluation and discharge claims, but not for all of the interim periods. Facility-based physical therapists may have a more formal documentation infrastructure to capture the FLR codes, although why this was not also found for the interim periods was not clear. Conversely, the facility-based claims had a lower percentage with planned (ie, current status to projected goal status on the physical therapist evaluation claim) and actual (ie, current status to discharge status on the physical therapist evaluation claim and discharge claim, respectively) changes in severity modifiers than did the noninstitutional claims. This may be because of differences in patient characteristics seen in the 2 settings, but this would require medical record abstraction in addition to claims data to fully explore. Differences in FLR code completion and changes by settings is an area of future research to fully understand the effectiveness of these codes to document functional limitations.
In addition to the limitation above (eg, no formal discharge claim), there are other limitations with the use of administrative data like Medicare claims worth mentioning, including inaccurate coding, and potential missing data. 13 Administrative data has been validated against medical records, and high, but not perfect agreement was reported. 14 The determination of the specific severity modifier for the FLR codes should be made incorporating the professional judgment of the physical therapist along with a functional outcome measures. These factors should also be part of the medical record. Additionally, most of the patients in this study were seen for musculoskeletal conditions, which is in agreement with a previous study. 15 Administrative data are not collected for research purposes, 13 and the validity of some of the fields may be limited if not used for payment. 14, 16 The FLR codes for outpatient physical therapy are required for reimbursement, but are not payable codes. Finally, because these data include Medicare fee-forservice claims, the results may not be generalizable to Medicare Advantage beneficiaries. Breaks in Medicare coverage were not accounted for due to this information not accessible specifically in Part B claim data. Despite the limitations for the use of administrative data, the generalizability of the findings from a population-based sample of Medicare beneficiaries is a strength of this study.
Several reports and previous studies highlight the importance of collecting information about health outcomes, such as functional status with outpatient rehabilitation, including physical therapy. [17] [18] [19] The Medicare FLR program, in policy, supports evidence-based practice through the assessment of functional limitation of patients throughout the episode of care, 8 however, the current data collection process has significant issues that limit the use and application of the data. The ultimate solution to these issues may be the collection of functional data through the use of standardized functional outcome measures that allow for benchmarking at the national and local level as well as by setting of physical therapist care. In addition, the data collection should occur through means other than claims, using electronic health records and registries, which may decrease reporting burden and increase data accuracy and completeness. [20] [21] [22] Last, without feedback on data completeness and change in function over the episode of care, the collection of this data has limited use, therefore, feedback to providers on performance is a crucial component of making these data meaningful to physical therapists and their patients. APTA is working with CMS and other stakeholders to modify the FLR program. The results from this study add to the evidence to advocate for necessary changes to improve completeness, accuracy, and usefulness of the FLR codes.
Conclusion
The FLR codes may have benefits with identifying severity of the Medicare beneficiaries seen by a physical therapist, and measuring improvement with outpatient physical therapy. However, the current reporting requirements limit the ability to make strong conclusions about the changes in a beneficiary's function with physical therapy, as well as provide strong rationale for the FLR program. 
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